It's hard to believe it's been six years since I wrote the last column about so-called "contracts for safety" (also called "no-harm" or "no-self-harm" contracts or agreements). 1 Some people didn't get the message. In fact, lots of people seem not to have gotten it. Here's the message:
Don't rely on them.
What could be clearer than that? The rest of this column will explain the reasons for such a harsh view of something that may superficially seem a good idea. My clinical and forensic experience, the relevant psychiatric and nursing literature, and the standard of care (to which you should practice to provide adequate care and avoid liability) all indicate otherwise. [2] [3] [4] [5] [6] For brevity, I will refer to such a contract as a CFS, whether singular or plural.
A caregiver's most important focus should be clinicalevaluation, treatment, and protection of the patient. Sometimes, however, important points made outside the clinical setting capture one's attention. Here's part of a deposition from a malpractice lawsuit in which a doctor and a psychiatric hospital were accused of negligently allowing a suicidal patient to leave the unit unescorted. It doesn't tell the whole story, of course, but the medical record suggested that the CFS (here called a "no-harm contract") was a significant factor in the patient's being given unsupervised grounds privileges, during which he killed himself. If you think that deposition experience, which lasted several hours, was uncomfortable for the psychiatristdefendant, you're right. It was also uncomfortable for the administrators of the hospital where the patient died, and for the insurers of each.
This vignette highlights many of the reasons not to rely on a CFS. Let's list them and a few more, including some indications that the contract itself may be psychologically countertherapeutic. The issues are not as discrete as the bullet points may imply. They should be thoughtfully considered, sometimes in combination, and weighed in individual assessment and care.
The CFS process may be aimed more at treaters' and assessors' anxiety than at competent patient assessment and management. 6, 7 Unreasonable reliance on a CFS may shift attention to rote procedures, supplanting more important assessment and counseling procedures. 8, 9 A CFS may create an inappropriate sense of security or an impression that further protective measures are unnecessary. The patient may agree to the "contract" simply to gain an opportunity to harm himself. The patient may agree in order to please the doctor or other caregiver. The patient may feel sincere when promising, but his or her feelings or clinical condition may change over hours or days. The patient may be sincere when promising but may not be influenced by the promise (or even recall it) a few hours or days later. The patient may be sincere in the promise, and recall it, but be unable to keep it. Some suicides are volitional, and many include substantial volitional elements, but preventing suicide is rarely a simple matter of will power or keeping a promise. Patients may plan suicidal activities and wait for opportunities to carry them out, but most lethal suicidal behavior takes place within such hopelessness, pain, and/or disconnection from reality that it is largely outside the patient's control. 5, 10 Regardless of utility, the patient may not be competent to make a CFS. The CFS may be used as a substitute for a complete assessment and risk-management decision (especially troublesome when the clinician or staff is not well qualified in the first place, or is limited by time or financial constraints). The CFS may be used by the clinician or staff in place of (or to avoid) important interventions such as appro-
LAW AND PSYCHIATRY
priate counseling, monitoring, hospital admission, or continued hospitalization. As already mentioned, this is especially troublesome when it is used to make up for poorly qualified staff, limited resources, or lack of therapeutic alliance. The use of CFS has been particularly discouraged when no mature therapeutic alliance has developed (e.g., in emergency departments, acute care units, and brief consultations). 5, 10 Even if the above is not the case, the patient may perceive the CFS as a shortcut in his or her care, giving rise to feelings of loss, decreased worth, or deprivation in a person who may be especially vulnerable to those feelings. 5 A CFS, particularly when used disingenuously, can anger or inhibit patients and introduce coercion into therapy. 11
Does a CFS Reduce Malpractice Liability?
There is a certain amount of conventional wisdom-perhaps better described as urban myth-that says a clinician or hospital should have a CFS in the chart in order to diminish liability should a tragedy occur. My experience and the available medical literature suggest otherwise (although I have not performed an exhaustive legal search on the topic). Several forensic psychiatrists have written that CFS alone is a poor defense, and that using one can lead to misplaced clinical and legal confidence. Some facilities and mental health systems make it a policy to seek a CFS for any patient who mentions suicide. While considering a CFS is not necessarily a bad thing in itself, requiring one could distract clinicians and staff from more comprehensive, individualized assessments and interventions.
Several writers describe a value for CFS as part of broader assessment, treatment, and protection. That kind of use is likely to be within the standard of care, particularly in a context of commitment to the overall treatment process (e.g., as described by Rudd et al. 12 ). Whether or not overall patient management is acceptable depends on the individual situation. If used, a CFS should be thought of as an enhancement of comprehensive care and risk management, not a substitute for it. 4 Alliance For Safety, a Better Approach
Clinicians who work with CFS should use them within an alliance with the patient-sometimes including other clinicians and caregivers-for the patient's safety. It makes sense that the "alliance" concept should supplant the idea of a contract, since the latter has such potential for misuse and misunderstanding. Working with and for the patient is the main point, after all. If one's style or purpose suggests putting something in writing, that's fine, so long as the writing doesn't replace adequate care.
The Last Word
Caring for a potentially suicidal patient means doing much more than having the person sign a promise not to attempt suicide. Relying on such a statement in a substantial way when the stakes are as high as life and limb, or allowing it to supplant other appropriate care, is foolish and may be negligent.
